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Abstract
Police officers serve a vital role in our communities and face particularly acute trauma and stress in the execution
of their jobs. Therefore, it is critical to fully understand how police officers react in these situations. Studies have
shown that officers endure a distinctive source of stress and are presented with the risk of exposure to traumatic
events. Chopko & Schwartz (2012) surveyed 183 officers and found that more than 30% displayed symptoms of
PTSD; however, this study focused on direct exposure to trauma. The current study expands this previous research to
study the effects of indirect experiences of trauma. For the purpose of this study, direct exposure to trauma is any
first-hand involvement with trauma—for example, engaging in fire—and indirect exposure to trauma is a secondhand interaction—for example, hearing about an assault. The current study uses the Impact of Event Scale-Revised
instrument developed by Morris et al. (2005) and used by Chopko & Schwartz (2012) to assess PTSD-related
symptoms of police officers in stressful events. This study assesses symptoms of post-traumatic stress disorder as it
relates to direct and indirect exposure to trauma, analyze officers' accessibility to employee assistance programs,
and examine the officers' evaluation of these services.

Introduction
Because policing is a vital social control agency in our society, it is of the utmost importance to fully
understand how its agents react to traumatic situations. Studies have shown that officers endure a distinctive source
of stress and are often presented with risks of exposure to traumatic events (Colwell, Lyons, Bruce, Garner, &
Miller, 2011). Officers are not able to control the situations with which they face, causing difficulty in attempting to
recover from their trauma (Colwell et al., 2011). According to Davidson and Moss (2008), many officers suffer from
Post-Traumatic Stress Disorder (PTSD), while others may fall into depression, abuse substances, and/or develop
other anxiety disorders due to the stress of the job. Symptoms of PTSD that have been previously studied include
flashbacks, nightmares, avoidance of recalling the trauma, memory loss of important aspects of the trauma, loss of
interest in activities, insomnia, mood swings, and difficulty in concentration and focus (Chopko & Schwartz, 2012).
Police officer burnout typically derives from psychological stress and is far too common in a multitude of
departments. Officers are exposed to numerous traumatic events, which may lead to emotional exhaustion. Hawkins
(2001) concurred suggesting “as emotional resources are depleted, workers feel that they are no longer able to give
of themselves at a psychological level.” (p. 343). Colwell et al. (2011) reports 35% of those who partake in a
shooting retire or are reassigned to a non-patrol job within a year. Hawkins (2001) also found that 70% of those who
are involved in an on-the-job fatality resign within seven years.
It is important to note that symptoms of PTSD and the ways individuals cope with “normal” trauma may
overlap. In fact, Chopko and Schwartz (2012) indicated some officers will not even experience negative reactions to
the traumatic event. In fact, some officers reported positive feelings after their experience. A female officer involved
in a shooting stated she was very content, had passed her own test, and had a grin on her face after pulling the
trigger. The female officer reported a feeling of accomplishment because she did what she was trained to do
(Chopko & Schwartz, 2012).
Grasping the differences in coping mechanisms amongst officers is imperative. This information is
essential to administrators of police departments, members of the community, and fellow police officers (Marshall,
2006). Administrators gain a better understanding of the different kinds of policies and procedures that need to be
implemented to maintain an effective, organized system of handling traumatic events. Members of the community
may provide resources outside of the department for officers to cope with their experience(s); thus, community
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members reap advantages from this information. As citizens, we are more likely to develop a favorable opinion
towards law enforcement if we know they are capable and fit for duty.
The purpose of this study is to compare coping mechanisms between officers who are directly involved in
traumatic events and those who are indirectly exposed to traumatic events. This study also seeks to gain an
understanding of what employee assistance programs are currently available, the percentage of officers who are
aware of the available resources, and how effective the resources are given the officer’s participation in the services
provided. This study concentrates on officer coping mechanisms and assesses how an officer handles traumatic
events. It is important to note that this study focuses on symptoms of PTSD and not the diagnosis of PTSD in
officers. Understanding PTSD and the potential symptoms of some officers involved in traumatic events will be
beneficial information when evaluating current policies and procedures by which the targeted department abides.

Literature review
Protecting and serving the community is a typical mission adopted by many departments across the nation.
Adopting and implementing this mission can lead to creating risk of exposure to critical events. For some officers,
exposure to these events is inevitable and may lead to psychological distress. The research on officer psychological
health is not new. Hawkins (2001) and Stinchcomb (2004) have studied what experiences may lead officers to
develop psychological distress. Hawkins (2001) identified a correlation between officers’ psychological health and
burnout rates using the MBI-HSS survey. The MBI-HSS examines three components of burnout syndrome defined
by Maslach (1982). Stinchcomb (2004), focused on officers’ occupational stress using two models: the clinicalintervention model and the individual-coping model. The clinical-intervention model suggests that accessing
psychological services prevents the onset of PTSD. The individual coping model emphasizes stress prevention. Both
are designed to alleviate stress within the workplace. Stinchcomb (2004) found that both models have been evident
in law enforcement practices. While they may provide temporary relief, the models do not address the source of the
stress; therefore, Stinchcomb (2004) believes officers are never stress-free.
Though a number of studies have explored policing and trauma, the rate of officers who develop
psychological disorders, such as PTSD, remains relatively constant across most studies. This consistent rate implies
either that the current services for coping with trauma are either not successful or that these services have not been
utilized by officers. This literature review addresses three components of officers’ experiences of trauma relevant to
the current study: psychological distress, burnout, and coping strategies.

Psychological distress
When compared to other occupations, policing seems to be identified as a predominantly stressful one
(Burke, 1994). High-speed pursuits, physical altercations, and shootouts are what the general public typically
believes about a police officer’s day on the job. These types of events are referred to as episodic stressors as they are
traumatic and can be encountered on any given day (Stinchcomb, 2004).
The Diagnostic and Statistical Manual of Mental Disorders IV-TR (American Psychiatric Association
[APA], 2000) defines trauma as
Direct personal experience of an event that involves actual or threatened death or serious injury, or
other threat to one’s physical integrity; or witnessing an event that involves death, injury, or a
threat to the physical integrity of another person; or learning about unexpected or violent death,
serious harm, or threat of death or injury experienced by a family member or other close associate
(Criterion A1). The person’s response to the event must involve intense fear, helplessness, or
horror (or in children, the response must involve disorganized or agitated behavior) (Criterion A2).
(p. 463)
Posttraumatic reactions encompass symptoms such as blocking reminders of the trauma (avoidance), replaying the
experience (intrusion), and increased arousal (hyperarousal). Symptoms of PTSD have been detected in several
active-duty officers. After surveying 183 police officers regarding self-perceived trauma, Chopko and Schwartz
(2012) found that more than 30% of participants displayed symptoms of PTSD. Davidson and Moss (2008) found
that the rates of officers who are diagnosed with PTSD vary greatly, ranging from 5-50% of officers. Davidson and
Moss (2008) also note that some officers not only develop PTSD but also may suffer from depression, substance
abuse, and other anxiety disorders. Additionally, Chopko and Schwartz (2012) report that many officers will not
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experience negative reactions following their exposure and that the absence of distress is not abnormal. Fieldtraining officers should be aware of officers who do not experience substantial difficulties following the events and
should understand what is traumatizing for one particular officer may not be traumatizing to another (Chopko &
Schwartz, 2012).
As mentioned previously, the purpose of this study is to compare the direct (personal involvement in a
traumatic event) and indirect (witnessing a traumatic event) exposure to trauma amongst officers. Zimering,
Gulliver, Knight, Munroe, & Keane (2006) briefly studied direct and indirect trauma exposure to the experiences at
Ground Zero. The authors identified direct exposure as either experiencing or witnessing the event. Indirect
exposure was defined as becoming aware of severe news such as unexpected or violent death by a family member
(Zimering et al., 2006). Zimering et al. (2006) found that PTSD may be developed from indirect exposure to trauma.
The literature available on direct versus indirect exposure to trauma is scarce but, according to Zimering et al.
(2006), future research in this area is needed. More specifically, the authors advised to examine indirect exposure to
trauma and its relation to PTSD, expanding beyond research of PTSD symptoms of only direct exposure to trauma.

Police burnout and turnover
Burnout has been identified as a three-part syndrome consisting of: depersonalization, emotional
exhaustion, and reduction in personal accomplishments (Maslach, 1982). Depersonalized individuals are
disconnected, insensitive, and sometimes dehumanized. Emotional exhaustion is described as a situation in which
the person feels overwhelmed by the emotional demands of others. A person who constantly thinks negatively about
others and him/herself describes someone who is experiencing a feeling of reduced personal accomplishment
(Maslach, 1982).
Constantly fearing for and worrying about personal safety, the safety of others, and the concern of
performing to expectations of others are emotionally draining. Once an officer has reached emotional exhaustion
s/he can no longer give more of him/herself psychologically. This effect is what is referred to as burnout syndrome
(Hawkins, 2001). Maslach (2006) also reported that police officers that are experiencing burnout are more likely to
use violence against civilians, necessitating this vital area of research. Once an officer has experienced burnout,
resignation from the department can often follow which creates a significant turnover challenge. Turnover
negatively impacts a department because valued employees are lost and must be replaced and provides opportunities
for inconsistencies. The process of hiring someone new can be extremely costly and time consuming, especially in
terms of recruitment and training (United States Department of Labor, 2009).
It is important to note that most studies emphasize that a single traumatic event can act as a trigger for
PTSD, which leads to burnout. However, Marshall (2006) suggested that it is the repeated exposure to traumatic
events that leads to psychological distress. This phenomenon is referred to as Cumulative Career Traumatic Stress
(CCTS). Marshall (2006) distributed a questionnaire that measures the number of traumatic incidents to which an
officer is exposed since the beginning of one’s law enforcement career. This questionnaire consists of varying levels
of trauma. The highest level of trauma was whether an officer was confronted by a weapon. The second highest
level was an officer responding to a domestic violence call. The third highest level was an officer having to draw
his/her weapon. Symptoms of CCTS are similar to those of PTSD.
Though some officers leave the force following their exposure to a traumatic event, some researchers
believe it is the occupational stress that causes burnout. Stinchcomb (2004) suggested that police stress derives from
an accumulation of all the daily hassles of the job: a tough supervisor, a challenging disagreement with a coworker,
and/or micromanagement from administration. The author suggests that stress-related illnesses, as opposed to other
infectious diseases, are now the leading factors of death. American deaths are closely associated with degenerative
diseases—like heart disease—that some studies have shown are connected to stress. According to Colwell et al.
(2011), it is not the repeated exposure to traumatic events that stresses officers; rather, it is the combination of the
exposure to a traumatic event with the additional chronic everyday stress that leads to emotional exhaustion. Unless
the officer quits, s/he is not able to avoid future situations where similar trauma may occur (Colwell et al., 2011).
Maslach (2006) identified lack of control, insufficient rewards, work overload, breakdown in the
community, absence of fairness, and value conflicts within the organization as leading explanations for burnout.
Other potential explanations for police burnout and turnover are age and experience. Burke (1994) conveyed that
older police officers tend to report more sick days and officers with longer tenure report more psychosomatic
symptoms – poor appetite, headaches, chest pains, etc. Aging is a natural process, which cannot be controlled;
however, the psychological distress and/or occupational stress can be controlled if given the appropriate treatment.
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Walsh, Taylor, and Hastings (2012) focused on educating officers about the risks of burnout and PTSD in
their study. The authors believed that simply being aware of the symptoms of burnout and PTSD serve as a
preventative measure. Therefore, raising awareness has become a goal to be integrated in Employee Assistance
Programs. Another nontraditional tool that has been implemented to aid officers with psychological distress is the
Trauma Risk Management (TRiM) risk assessment (Walsh et al., 2012). Members of the group complete rapid risk
assessments with researcher’s hopes of identifying those in the group who are suffering from PTSD. The majority of
participants of the TRiM workshops have reported positive comments (Walsh et al., 2012). Although the risk
assessment has been tested primarily with military personnel, the author suggested that future studies assess the
effectiveness of the tool within police forces (Walsh et al., 2012).

Coping strategies (Employee Assistance Programs)
The purpose of Employee Assistance Programs (EAPs) is to assist employees in coping with personal
problems that might affect their job performance (United States Department of Labor, 2009). EAP services offered
to individuals include: mental health services, drug and alcohol assistance, referrals to cope with personal issues like
divorce, work-related services, and health and well-being services (United States Department of Labor, 2009). EAPs
are beneficial for both the employee and the employer because the workplace environment is enhanced, employee
health and productivity is improved, absenteeism is decreased, and the retention of valued employees is increased
(Lawrence, Boxer, & Tarakeshwar, 2002).
Law enforcement officers are known for opposing mental health services because seeking help implies
weakness (Miller, 1995). There is a perception that police officers are tough and are expected to remain strong no
matter what they encounter while on the job (Miller, 1995). Additionally, seeking services for mental health is also
perceived as an inability to do his/her job (Miller, 1995). Miller (1995) reported that an officer who seeks assistance
is at risk of being stigmatized, ridiculed, and isolated by their coworkers. This potential ridicule from coworkers
poses a challenge when attempting to identify officers who need support overcoming the stresses of the job.
In an effort to alleviate this problem, the Office of Disability Employment Policy (ODEP) conducted a
study to evaluate EAPs. ODEP suggested that younger employees are more likely to seek help than older employees.
Based on the findings, ODEP modified their integration of EAPs. Interactive assessments are now offered online,
webinar and podcasts are available, and text messaging and emails are used to provide a coaching service rather than
a clinical service.
Lawrence et al. (2002) found that actual utilization of EAP services was low. Employees’ distrust in the
confidentiality of services provided, lack of support from the administration, low accessibility, and participants’ low
satisfaction with the services were among some of the reasons for the lower utilization rates among law enforcement
officers. Lawrence et al. (2002) also note that the most often requested services were individual and family
counseling. The author reported that the majority of participants were aware of EAP services, which lowers the
likelihood that “unawareness” is a reason for low utilization. Nontraditional EAP services, such as seminars and
workshops, acquired strong interest from participating officers. Sample topics for the workshops include career
trajectory, stress management, crisis interventions, and organized support groups.
Social support, which is also referred to as social capital, has also been examined as a form of coping with
the stress of policing. Martin, Savage, & Torgler (2010) take a sociological approach to examine officers who
display PTSD symptoms. The social capital in this study referred to the amount of support (e.g. family, friends, and
physical activities) an officer has in order to cope with his/her situation. The study concurs with previous research
indicating that officers who have more social capital are less likely to develop symptoms of PTSD, abuse
substances, engage in violent behavior, and perform poorly in their job (Patterson, 2003).
Gächter, Savage, & Torgler (2010) proposed that social capital can reduce short- and long-term health
consequences amongst police officers. Gächter et al. (2010) conceptualized social capital as the relationship and
trust police officers preserve. Using a multivariate regression analysis, which centralized on three different proxies
of health and three different proxies for social capital, Gächter et al. (2010) found that increased levels of social
capital is highly correlated with better health outcomes. They also found that merely offering counseling services to
relieve stresses from the job was viewed as too simplistic, as the relationship between individual demographics,
stressful incidents, and organizational structure is complicated (Gächter et al., 2010). In order to reduce stress, the
authors recommended that police agencies implement programs that are designed to enhance trust and cooperation
throughout the organization. Social capital paired with health improvement programs are a better alternative to the
traditional counseling services offered by most police departments (Gächter et al., 2010).
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As previously mentioned, the literature on direct versus indirect exposure to trauma is limited. This study
explores the potentially different PTSD symptoms generated from direct exposure to trauma compared to indirect
exposure. Evaluations of EAPs have been conducted, and various authors suggest that counseling, debriefings, and
social support programs need to be implemented for more effective coping mechanisms (Lawrence et al., 2002;
Miller, 1995; Robinson, 2003). Personalizing EAPs to individual departments has also been offered as a solution.
However, the efficacy of these suggestions has not been closely examined. Therefore, it is relevant to analyze officer
coping mechanisms. More specifically, understanding the differences in coping mechanisms amongst officers who
are directly/indirectly exposed to trauma will add to current research growth in this area.

Methodology
Since no previous research examined the potentially differential effects in the manifestation of PTSD
symptoms in officers who experience direct versus indirect exposure to trauma, this study is exploratory in nature
and does not posit any particular hypotheses other than there might be a difference in existence and/or levels of
PTSD symptoms between those who experience trauma directly compared to those who experience trauma
indirectly. In comparing coping mechanisms amongst officers who were directly and indirectly exposed to trauma,
the current study defines exposure to trauma in two important ways. First, direct exposure is identified as any firsthand involvement with a traumatic event (e.g. physical assault, exchange of fire, and on-the-job injuries). Second,
indirect exposure is classified as a second-hand interaction (e.g. witnessing shots being fired, hearing about a
traumatic event, and hearing about sexual violence against children).
Three research questions are established. The first research question addresses how officers with direct
exposure differ in the manifestation of PTSD symptoms compared to those officers with indirect exposure. The
second research question addresses the likelihood of officers with direct exposure to utilize department coping
services compared to those officers with indirect exposure. The third research question addresses the differential
evaluation of the effectiveness of these services between officers with direct exposure to trauma and officers with
indirect exposure to trauma.

Procedure
This study uses a posttest only comparison group design to explore the questions generated. This design
only considers those officers who have experienced a traumatic event; next, officers are placed in one of two
groups—direct exposure and indirect exposure. Both quantitative and qualitative methods are used to analyze the
data gathered. The current study assesses the impact a traumatic event has on the officers and to evaluate whether
there are services available, whether the officers access those services, and their evaluation of the effectiveness of
those services.
A survey was distributed electronically via Qualtrics, ensuring the confidentiality of each participant. The
instrument to assess subjective distress to traumatic events is generated from the Impact of Events Scale-Revised
(IES-R) designed by Daniel Weiss and Charles Marmar (1997)1. The IES-R is a self-report survey comprised of 22
statements, and each statement is scored using a Likert-type scale (Not at all = 0, A little bit = 1, Moderately = 2,
Quite a bit = 3, and Extremely = 4). An alpha check was run on the IES-R (α=0.940), indicating that the scale is
internally consistent.
The statements are pertinent to the officer’s exposure to trauma and cover how the officer feels about
his/her event, what reactions the officer experienced, and how the experience impacted his/her job. A complete list
of items is listed in Table 1.

1

The current study was granted use of this questionnaire from Weiss and Marmar (1997) on March 2013.
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Table 1. Complete list of IES-R statements
Avoidance	
  
Hyperarousal	
  
I	
  avoided	
  letting	
  myself	
  get	
  
I	
  felt	
  irritable	
  and	
  angry.	
  
upset	
  when	
  I	
  thought	
  about	
  it	
  or	
  
was	
  reminded	
  of	
  it.	
  
I	
  had	
  trouble	
  staying	
  asleep.	
  
I	
  felt	
  as	
  if	
  it	
  hadn’t	
  happened	
  or	
  
I	
  was	
  jumpy	
  and	
  easily	
  startled.	
  
wasn’t	
  real.	
  
Other	
  things	
  kept	
  making	
  me	
  
I	
  stayed	
  away	
  from	
  reminders	
  of	
   I	
  had	
  trouble	
  falling	
  asleep.	
  
think	
  about	
  it.	
  
it.	
  
I	
  thought	
  about	
  it	
  when	
  I	
  didn't	
  
I	
  tried	
  not	
  to	
  think	
  about	
  it.	
  
I	
  had	
  trouble	
  concentrating.	
  
mean	
  to.	
  
Pictures	
  about	
  it	
  popped	
  into	
  my	
   I	
  was	
  aware	
  that	
  I	
  still	
  had	
  a	
  lot	
  
Reminders	
  of	
  it	
  caused	
  me	
  to	
  
mind.	
  
of	
  feelings	
  about	
  it,	
  but	
  I	
  didn't	
  
have	
  physical	
  reactions,	
  such	
  as	
  
deal	
  with	
  them.	
  
sweating,	
  trouble	
  breathing,	
  
nausea,	
  or	
  a	
  pounding	
  heart.	
  
Intrusion	
  
Any	
  reminder	
  brought	
  back	
  
feelings	
  about	
  it.	
  

I	
  found	
  myself	
  acting	
  or	
  feeling	
  
like	
  I	
  was	
  back	
  at	
  that	
  time.	
  
I	
  had	
  waves	
  of	
  strong	
  feelings	
  
about	
  it.	
  
I	
  had	
  dreams	
  about	
  it.	
  

Variables

My	
  feelings	
  about	
  it	
  were	
  kind	
  of	
  
numb.	
  
I	
  tried	
  to	
  remove	
  it	
  from	
  my	
  
memory.	
  
I	
  tried	
  not	
  to	
  talk	
  about	
  it.	
  

I	
  felt	
  watchful	
  and	
  on-‐guard.	
  
-‐-‐-‐	
  
-‐-‐-‐	
  

Given the three main research questions, there are three separate dependent variables. The first dependent
variable is the PTSD symptoms of the police officer after the experienced trauma. The IES-R is scored and
analyzed to measure the dependent variable. One can break down this scale into three important categories of
concern: no concern (< 24), clinical concern (24-32), and probable PTSD (>32)2. The dependent variable can also
be separated into three IES-R subscale scores: intrusion, avoidance, and hyperarousal (see categories of statements
in Table 1). The intrusion subscale score is composed of 8 statements, the avoidance subscale score consists of 8
statements, and the hyperarousal subscale score is comprised of 6 statements. Each subscale score ranges from 0-4.
Interpretations of each subscale score indicate to what extent a particular cluster of symptoms of PTSD has
distressed the individual. For example, if a participant scores a mean of 2.3 on the hyperarousal subscale, this would
indicate that for the past 7 days, this individual was moderately distressed by hyperarousal symptoms.
The second dependent variable is whether the officer utilized services or not—a dichotomous term
collected from the self-reported question in the questionnaire. The third dependent variable is the effectiveness of
services. The effectiveness of services data are collected from the questionnaire question asking “How would you
rate the quality of the services offered?” The potential responses to this question were: Very Poor = 1, Poor = 2,
Good = 3, Very Good = 4, or Excellent = 5.
The main independent variable examined in the current study is the type of exposure to trauma–direct or
indirect. This variable is generated from the self-report measure inquiring about the respondent’s most traumatic
event in the last three years. The narrative is coded in three important ways: no exposure, direct exposure, and
indirect exposure. Other important independent variables that could lead to potentially differential distress
responses are the officer’s level of experience in the field (measured in years) and rank. Other demographic
variables such as gender, age, and education were also included. An important variable in analyzing the potential
effects on access and effectiveness of services provided is whether officers are aware of employee assistance
programs.
2

Cutoff scores as determined by Asukai, Kato, Kawamura, Kim, Yamamoto, Kishimoto, Miyake, & NishizonoMaher. (2002).

22

Sampling and data analyses
The questionnaire was distributed electronically to a number of law enforcement officers at four agencies in
a western state – including city, county and state. After IRB approval and agency leadership approval, the survey
was sent to all of the officers in each of the four agencies, and the comparison and test groups were identified based
on the narrative responses regarding their exposure to a traumatic event in the last three years. The collection period
lasted 3 weeks in the summer of 2013.
Upon collecting the surveys, the current study used multiple techniques to analyze the data. First,
descriptive statistics provided an overall picture of the data gathered. Second, bivariate analyses were explored
ranging from chi-square analyses (for categorical variables) to t-test analyses (continuous dependent variable with a
dichotomous independent variable). Although multivariate analyses are preferred to control for potentially
extraneous variables in examining the relationship between the target independent variable (e.g., type of exposure)
and the dependent variable (e.g., PTSD symptoms), this type of analysis was not appropriate for two reasons: first,
this study was exploratory in nature and, second, the sample size was not large enough to secure confidence in the
findings it generated. Data were initially screened for missing values.

Results
Table 2 outlines only officers exposed to a traumatic event in the last three years. Of these officers exposed
to trauma in the last three years, 46% were directly exposed and 54% were indirectly exposed. The majority of the
sample includes white (93%) male (93%) officers from a county agency (44%) between the ages of 35 and 44
(58%). The majority of participants were at a rank of officer (68%), with some college level education (49%). The
highest representation of officers (49%) had 4-10 years of service.
Variables
Independent variable
Exposure type:

Table 2. Independent and dependent variables
N
%
Direct
Indirect

65
77

46%
54%

No concern
Clinical concern
Probable PTSD

104
8
30

73%
6%
21%

Aware of services

Yes
No
Unspecified

133
7
2

94%
5%
1%

Participated in services

Yes
No

87
55

61%
39%

18-34
35-44
45-65+
Unspecified

23
82
36
1

16%
58%
25%
<1%

City
County
State
Unspecified

55
62
24
1

38%
44%
17%
<1%

5

4%

Dependent variables
Symptoms of PTSD

Control variables
Age

Agency

type

Education

>HS/HS/GED

23

Some College
Bachelors
Graduate/Professional

70
53
14

49%
37%
10%

Gender

Male
Female
Unspecified

132
8
2

93%
6%
1%

Length of service

>1 yr. to 3 yrs.
4 yrs. to 10 yrs.
11+ yrs.

39
69
34

27%
49%
24%

Race

White
Non-White
Unspecified

132
6
4

93%
4%
3%

Rank

Officer
Detective
Sergeant
Lieutenant
Captain

97
14
20
9
2

68%
10%
15%
6%
1%

Of the respondents who were exposed (directly or indirectly) to a traumatic event in the last three years, the
average total IES-R score was 18.95 (median = 15.50). As previously stated, subscale scores range from 0-4 and
indicate the level of distress, in the last 7 days, related to each cluster of symptoms. The avoidance mean was 0.77
(not at all distressed), the hyperarousal mean was 0.65 (not at all distressed), and the intrusion mean was 1.11 (a
little bit distressed). For the entire sample of officers exposed to trauma, only 6% of participants indicated PTSD
symptoms of clinical concern and 21% of participants indicated probable PTSD.
Approximately 61% of those exposed to a traumatic event in the last three years accessed services to assist
in their coping of such trauma. Of those who accessed services, only 5.6% of officers indicated that the services
were not satisfactory (e.g. very poor/ poor).

PTSD Symptoms
To analyze the relationship between type of exposure and average total score on the IES-R scale, the
current study uses an independent samples t-test (see Table 3). The t-test (t = -1.546, p > .10) suggests a statistically
insignificant finding—that is, there is no relationship between type of exposure and total IES-R score.

*

Table 3. Bivariate analysis of exposure type and IES-R raw scores (Independent samples t-test)
F
t
df
Mean
0.892
-1.546
138.685
Direct
16.72
Indirect
20.83
p<.10

Comparing direct exposure to indirect exposure and its effect on the PTSD symptoms experienced,
independent t-tests were run on three separate clusters of symptoms of PTSD: avoidance, intrusion, and
hyperarousal. The t-test analyzing the avoidance cluster among directly and indirectly exposed participants revealed
a statistically significant difference (t = -2.750, p < .10), suggesting that participants who are indirectly exposed to a
traumatic event will experience higher levels of avoiding the trauma (see Table 4).
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*

Table 4. Bivariate analysis of exposure type and IES-R Avoidance (Independent samples t-test)
F
t
df
Mean
0.752
-2.750*
139.448
Direct
0.59
Indirect
0.93
p<.10

The two remaining clusters of symptoms of PTSD—hyperarousal and intrusion—were also analyzed in
comparison to exposure type using an independent samples t-test (see Table 5 and Table 6). The t-tests were not
statistically significant, indicating that participants who were either directly or indirectly exposed experienced
similar levels of hyperarousal (t = -0.854, p > .10) and intrusion (t = -0.655, p > .10).

*

Table 5. Bivariate analysis of exposure type and IES-R Hyperarousal (Independent samples t-test)
F
t
df
Mean
1.146
-0.854
138.960
Direct
0.59
Indirect
0.70
p<.10
F
0.23

*

Table 6. Bivariate analysis of exposure type and IES-R Intrusion (Independent samples t-test)
t
df
Mean
-0.655
136.435
Direct
1.05
Indirect
1.15

p<.10

Demographic factors such as age, gender, education, race, years of service, rank, participation in services,
and awareness of services did not vary by type of exposure to trauma.

Accessing Services and Evaluation of Services
When surveyed about familiarity with departmental services (see Table 7), type of exposure did not vary
significantly among the sample (χ2 = 0.024, p > .10). When questioned about participation in EAPs, exposure type
had no statistically significant influence on one’s participation in services (χ2 = 2.085, p > .10).

χ2 = 0.024
*p<.10

Table 7. Results of Chi-Square on exposure type and awareness of services
Yes
No
Direct
61 (95%)
3 (5%)
Indirect
72 (95%)
4 (5%)

Table 8. Results of Chi-Square on exposure type and participation in services

χ2 = 2.085
*p<.10

Direct
Indirect

Yes
44 (68%)
43 (56%)

No
21 (32%)
34 (44%)

Exposure type did not influence the officers’ opinions regarding the effectiveness of services (χ2 = 2.085, p
> .10). See Table 9.
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Table 9. Results of Chi-Square on exposure type and evaluation of services
Very
Poor
Good
Very
Excellent
Poor
Good
Direct
Indirect
2
χ = 1.955
*p<.10

1 (2%)
1 (2%)

4 (7%)
2 (4%)

27 (48%)
24 (43%)

14 (25%)
20 (36%)

10 (18%)
9 (16%)

Discussion
Previous research regarding the study of PTSD symptoms of officers who experience trauma indicate that
not all officers will develop PTSD (Chopko & Schwartz, 2012). However, the majority of officers will experience
symptoms of CCTS. The ongoing, “ordinary” stressors of police work—such as shift hours and occupational
stress—can lead to burnout and turnover (Marshall, 2006). According to ODEP, younger, rather than older,
employees are more willing to seek help to resolve their personal problems (United States Department of Labor,
2009). Gächter et al. (2010) suggest departments implement programs that enhance trust and cooperation to build
officers’ social capital. These scholars sustain that an increased social capital reduces the short and long-term health
effects of stress.
Though the results suggest that type of exposure does not have a significant differential effect on one’s
manifestation of PTSD symptoms, there may be a hidden relationship. The results of this study seem to be consistent
with that of Chopko and Schwartz (2012). About 21% of officers displayed symptoms of probable PTSD. The
results of the current study did not find that exposure type differentially influenced officers’ willingness to
participate in departmental services.

Limitations of the study
Psychological health, PTSD, and stress are delicate topics that most individuals do not share openly.
Therefore, the primary obstacle this study faces is experimental mortality; incomplete surveys were not included in
data analysis. Additionally, there might be respondents who are not entirely truthful, which might provide a threat to
internal validity. A significant reduction in sample size would also be a major threat to the internal validity of this
study. However, distributing the survey to multiple agencies did increase the base number of returned surveys to
yield an appropriate sample size and the results indicate that different agencies (city, county, and state) did not yield
differential results based on type of agency. Even though the sample sizes might be too small for multivariate
analyses due to list-wise deletion, this sample is large enough to allow for the use of inferential statistics and
formulate conclusions about the population in question.
Information regarding whether or not exposure type influences an officer’s participation in departmental
services was not collected. The partnering agencies did not share any records of who attends services and/or why an
officer participates. Therefore, it may be possible that officers who are indirectly involved with traumatic events are
not receiving the services needed to cope with trauma.
The demographic makeup of the region poses a threat to external validity, as the majority of participants
were White males in a non-urban area. “Stress” for officers of color in an urban area may not have the same impact
on a White male in a non-urban area.

Future Research
Further research in this area should address whether or not exposure type influences an officer’s
participation in departmental services. Current policies should be examined and tested for efficiency— for example,
are the current policies and practices for providing services addressing appropriate resources to help officers cope
adequately? Future research should analyze whether officers who are required to attend services differ from officers
who voluntarily seek services. An assessment of the length of services utilized would be beneficial information in
determining how long is “long enough” before an officer is declared “fit for duty” after an incident. Finally, services
offered should be adaptive of the officer’s exposure type.
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